OPEN ENROLLMENT - 2022
Group Application Change Form for Medical, Prescription and Dental Coverage

All changes effective July 1, 2022



	     
	     
	     


Last Name




First Name



 
Middle Initial

	     
	     


TUID
Work Phone Number

Please complete all the sections of this form.

Section 1: Medical & Prescription (Check one)
 FORMCHECKBOX 
  I want to remain in my current plan, but I have some dependent changes as listed in section 3.
 FORMCHECKBOX 
  I want to waive my Medical & Prescription coverage.
 FORMCHECKBOX 
  I do not want to make any changes to my Medical & Prescription plan.

 FORMCHECKBOX 
  I wish to enroll in the plan below. My dependents, if applicable, are listed in section 3.

	 FORMCHECKBOX 
  Personal Choice (PPO)
                    &
      CVS/Caremark Rx plan
	 FORMCHECKBOX 
  Keystone (HMO) &

      CVS/Caremark Rx plan
Primary Care Physician # required
    __________________________________


	 FORMCHECKBOX 
  Personal Choice (PPO)
       High Deductible 
                  &   

       CVS/Caremark Rx plan



Section 2: Dental
 FORMCHECKBOX 
  I want to enroll in the dental plan.

 FORMCHECKBOX 
  I want to remain in my dental plan, but I have some dependents changes as listed in section 3.

 FORMCHECKBOX 
  I do not want to make any changes to my dental coverage.
 FORMCHECKBOX 
  I want to waive my dental plan.

Section 3: Dependent(s) Information – Addition or Deletion
If you elect to add coverage for your spouse, certified domestic partner and/or eligible dependent children, you are required to provide copies of your marriage certificate, certified domestic partner form and birth certificate(s) for your dependent children. Coverage for new dependents will not be effective until documentation is received.
Please note the dependents names covered under your medical insurance should also match how they are being reported to the IRS for tax reporting purpose.
	Name of Dependent
	Changes in
Medical & Prescription
	Changes in
Dental
	Gender
	Date of Birth

(mm/dd/yyyy)


	Social Security #

Required – May enter data directly in SSB on TUportal – Staff Tools tab
	Primary Care Physician # (Required for Keystone HMO)
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Employee Signature: ________________________________________ Date: _________________________
Form and documentation can be scanned and returned to the Benefits Department by using TU SafeSend on the TUPortal or by faxing to 215-926-2288.
If you have any questions, please email Benefits@temple.edu or call 7-2270 (215-926-2270).[image: image1.png]




